CONTEXT AND ObjECTivE: Health-related quality-of-life (HRQoL) instruments have been greatly used among patients with heart failure (HF), although few of them are specific for elderly people. Among the generic instruments, the Medical Study 36-item Short-Form Health Survey (SF-36) is widely used. The aim here was to evaluate HRQoL among elderly individuals with HF through this generic instrument.
INTRODUCTION
Aging is one of the greatest challenges for healthcare. Attending the elderly is already a major public health problem, not only in developed countries, but also in developing countries like Brazil. 1 One of the consequences of aging societies is the growing prevalence of chronic diseases, particularly cardiovascular diseases. 2 Among these, heart failure (HF) has become one of the most prevalent, and the trend is for its prevalence to increase further over coming decades, along with the aging process. 3, 4 Among the elderly, diagnosing HF is more difficult because of limitations of perception and self-limitation of physical activities, in addition to hearing, memory and comprehension losses, which are all very common in this age range. Thus, these patients are physically, psychologically and socially affected. 5 Nearly 90% of such patients present dyspnea and fatigue, 6, 7 and emotional symptoms like depression and anxiety are also likely. 5 These signs and symptoms cause limitations to patients' daily lives, especially regarding physical activity, and lead to constant hospitalization. 8, 9 Within this context, symptom relief takes on a vital role that is even more important than extending life itself.
Evaluating individuals' quality of life as they get older has become increasingly important over recent decades, with increasing life expectancy. 11 Such evaluations are based on the subjects' perception of their own health status, which is influenced by the cultural context. 12 Therefore, evaluating health-related quality of life (HRQoL) among elderly individuals suffering from HF is very important, especially in relation to disease perception and the way in which the disease interferes with their lives.
HRQoL is a broad concept that is often described as subjective and multidimensional, including physical, psychological and social dimensions. In the literature, HRQoL questionnaires differ conceptually, regarding the subjective and objective aspects of choosing the items, nature and weights of each domain. 13 Both generic and specific instruments have the aim of objectively measuring dimensions that are considered subjective, thereby making quality-of-life measurement possible. 12 The options for the measurement tool should be based on the objectives of the study and on the availability of the instrument (developed or culturally adapted) for the target population. Analysis on the psychometric properties of an instrument is critical for evaluating its reliability and the HRQoL dimensions for specific groups, like the elderly.
14 In addition, the components of the instrument should be clear, the population and the disease for which the measurement was developed should be defined, and the instrument has to be simple and straightforward, such that the time taken to administer it is appropriate. 12 Among the instruments for HF that are currently used, the Medical Study 36-item Short-Form Health Survey (SF-36) is one of the most frequently applied generic instruments for adult populations. [15] [16] [17] Given the importance of applying this instrument to elderly populations, the objective of this study was to evaluate HRQoL among elderly individuals with HF using a generic measurement tool.
METHODS
A convenience sample of 170 elderly clinical outpatients with a medical diagnosis of HF was gathered from two university hospitals in the state of São Paulo, Brazil. The age of 60 or over was used to define elderly adults, as outlined in the recommendations of the World Health Organization (WHO) for defining elderly people in developing countries. 18 The determination of the sample size, along with the eligibility and exclusion criteria, are described elsewhere. 14 
Data collection
Data collection was performed by the first author between June and November 2005. The first step was analysis of the medical files to determine eligible patients. The researcher met with patients before their routine medical appointments, explained the purpose of the study and invited them to participate. All patients involved in the study signed an informed consent form. The ethics committee of each institution approved the study.
Data referring to patients' clinical condition was gathered through analyses of the medical files: HF etiology, length of time with HF diagnosis, left ventricular ejection fraction (LVEF), New York Heart Association class assessment (NYHA); HF symptoms (dyspnea, fatigue, angina and palpitation) and comorbidities. Thereafter, the patients were interviewed, which included asking demographic questions (age, gender, race, marital status, schooling, work situation and family income) and applying the SF-36. The researcher read out all the questions to the patients in order to assist patients with low reading skills or visual handicaps.
Instrument
The instrument used was the Medical Outcomes Study (MOS) 36-item Short-Form Health Survey (SF-36 version 1), Brazilian version, adapted by Ciconelli. 19 This is a generic HRQoL instrument comprising 36 items, including eight scales that measure: physical functioning (PF) (10 items), role-physical (RP) (4 items), pain (P) (2 items), general health perception (GHP) (5 items), vitality (VT) (4 items), social functioning (SF) (2 items), role-emotional (RE) (3 items), mental health (MH) (5 items) and one question of comparative evaluation, comparing the current health condition to the health condition one year before the interview. Each dimension is individually analyzed, and the scores for the eight components may range from 0 to 100, with higher scores indicating better HRQoL. 19 
Statistical analysis
The data were initially transferred to a spreadsheet in the Excel Windows 98 software and afterwards to SAS for Windows (Statistical Analysis System), version 8.02. Descriptive statistics (means, standard deviations (SDs), standard errors (SEs) and ranges) were calculated for the instrument. Internal consistency was evaluated through Cronbach's alpha. The criterion a > 0.70 was established as evidence of satisfactory internal consistency. 20 
RESULTS
The sociodemographic and clinical characteristics of the 170 patients are described in Tables 1 and 2 . The sample was predominantly male (58.2%) and professionally inactive (83.0%), with a mean age of 67.5 (± 6.2) years, mean schooling level of 3.6 (± 3.4) years and monthly family income of 480.00 US dollars. The subjects presented a mean length of HF diagnosis of 65.9 (± 42.4) months. Ischemic heart disease and hypertension were the most frequent etiologies (46.5% and 32.4%). The left ventricular ejection fraction (LVEF), analyzed through echocardiogram data (Teichholtz method; n = 98) and through "first pass" gated scintigraphy (n = 66), was low in 51.2%. The majority of the elderly individuals were in functional classes I and II (38.8% and 42.9%). The most prevalent comorbidities were: systemic arterial hypertension, 77.6% (132); arterial disease, 44.1% (75); dyslipidemia, 35.9% (61); and type 2 diabetes mellitus, 34.7% (59).
The scores in each SF-36 dimension are described in Table 3 . The patients presented higher scores in the dimensions that evaluate pain, social functioning and emotional roles; medium scores in the role-physical and mental health dimensions; and lower scores in the dimensions that evaluate physical functioning, general health perception and vitality.
The mean scores obtained through SF-36 in this study, and in other studies using the same instrument, are described in Table 4 . [21] [22] [23] [24] [25] [26] *LVEF = left ventricular ejection fraction; † missing data = 4; ‡ missing data = 2; NYHA = New York Heart Association assesment. SF-36 reliability was evaluated in terms of internal consistency using Cronbach's alpha coefficient. Alpha values were higher than 0.77 for all dimensions except for the general health perception dimension, in which alpha was 0.60. Table 5 presents the Cronbach's alpha values observed in this and other studies. [26] [27] [28] 
DISCUSSION
The purpose of this study was to evaluate HRQoL among elderly individuals with HF, using a generic instrument. Over recent years, the literature has significantly improved in terms of the numbers of studies on quality of life in HF cases. Nevertheless, few studies have addressed the specificity of HF and its relationship with HRQoL among the elderly, especially in Brazil, using a generic HRQoL instrument.
A data survey performed in the Cochrane Library, Lilacs and Medline, from 2000 to 2009, and using the keywords "quality of life" and "heart failure" resulted in 339 abstracts: three from Cochrane, 24 from Lilacs and 312 from Medline. Of these 339 abstracts, 180 were effectively related to the present topic and were therefore selected. Among these 180 studies, the SF-36 was used in only 51 of them, either alone or in association with another instrument (which was usually specific for HRQoL). The Living with Heart Failure Questionnaire (LHFQ), which is a specific instrument, was used in 45 studies, and other HRQoL instruments were applied in 62 studies. Among the studies that used the SF-36, 33 were conducted among elderly individuals, in different contexts, which confirms the relevance of the present study.
In the literature, other generic questionnaires are available for the elderly, such as the Geriatric Quality of Life Questionnaire (WHOQOL-OLD). However, as already mentioned, the SF-36 is frequently used in Brazil and worldwide. Among the specific questionnaires, there are other instruments specific to cardiovascular diseases, but they have not been adapted for use among Brazilian elderly people.
The highest HRQoL scores were observed for the role-emotional, social functioning and mental health dimensions. In the pain dimension, the elderly subjects also had high scores, thus showing that they did not experience pain in such a way that it would impair their quality of life. There were lower scores relating to the general health perception, physical functioning and vitality dimensions. Thus, among these elderly people with HF, the greatest impairment of their quality of life was in relation to the physical domain.
Previous studies 5,21,22 have described similar scores among elderly individuals with HF. They have also shown that elderly people present more impairment of HRQoL in the dimensions that evaluate physical health, since the subjects generally presented significant functional losses. On the other hand, a study carried out on a younger population has indicated not only physical impairment but also emotional impairment. 23 Other studies [24] [25] [26] on elderly populations suffering from different chronic diseases have described physical functioning and role-physical as the HRQoL dimensions most affected. In a recent study on a sample of 1958 Brazilian elderly individuals, Lima et al. 29 observed significant social inequality in HRQoL, especially in relation to physical functioning and physical role. HRQoL was shown to be worse among: elderly women, individuals of more advanced age, those with lower incomes and lower schooling levels and those who practiced evangelical religions, in comparison with the Catholic faith.
As the disease progresses, patients usually present intolerance to physical activity, which can be explained by occurrences of respiratory discomfort, fatigue and palpitation (triggered by the incapacity of the heart to maintain sufficient cardiac debit to meet the oxygen demands), as well as by morphological and metabolic changes in the skeletal musculature. Furthermore, elderly individuals in a more advance state of HF tend to remain in a lying down position most of the time and reduce all their everyday activities. 25 The strong association between HRQoL and symptoms suggests that there is a need for both pharmacological and non-pharmacological interventions to improve HF symptoms. 30 It is interesting to note that, in the present study, the HRQoL domains relating to mental and social traits did not seem to be compromised. This was contrary to what was reported in another Brazilian study, which revealed that the emotional aspects of HRQoL were compromised, thus suggesting that psychological factors such as fear and anxiety could lead to introspection and depression. 25 In the literature, it has been shown that the elderly tend to accept the limitations imposed by chronic diseases better than do younger adults, which some authors have referred to as resilience. 31 The findings from the present study are in agreement with data in the literature, given that when subjects with HF develop functional loss, thereby limiting their daily activities, this can also compromise their HRQoL. These results should be taken into account when evaluating intervention studies, and during clinical practice. 32 The dimension of the SF-36 for which the largest number of items remained unanswered was physical functioning. Many of these questions were not applicable to these subjects, because they performed lighter activities due to their age. Similar issues need to be taken into account when HRQoL questionnaires are used among the elderly. Another important issue is the number of options of answers to some questions in the SF-36. Many of the elderly people in the present study had difficulty in understanding the different possibilities, and the interviewer had to repeat them many times. Similar results were also obtained by Cruz and Diogo. 24 The internal consistency of the SF-36 instrument was high, thus providing evidence of satisfactory reliability. The Cronbach's alpha coefficients in this study were similar to those reported in other investigations.
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CLINICAL IMPLICATIONS
HF is a chronic and progressive disease, in which lower HRQoL is associated with worse clinical outcomes, including high rates of hospital readmission and mortality. The results from the present study show that there was a relationship between HRQoL and physical traits. In clinical practice, it has been observed that non-pharmacological interventions improve patients' physical symptoms and their functional capacity. Therefore, the present study suggests that strategies for improving HF patients' physical condition, and hence their HRQoL, should be sought.
CONCLUSIONS
The SF-36 showed that the elderly people of the present study presented greater impairment of aspects of their quality of life relating to physical functioning and physical role. These results suggest that efforts should be made within clinical practice to improve the physical functioning of elderly individuals with HF, and hence their HRQoL.
A careful evaluation of the items that are not answered when this instrument is applied is highly recommended. The high reliability of the SF-36 among this population is an important point to be taken into account in choosing instruments for evaluating HRQoL.
